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Underutilization of mental health services in the United States is a pressing concern, 
especially among Asian American populations.  It is possible that limited knowledge and 
beliefs about mental illness (a.k.a. “mental health literacy”) serve as barriers to seeking 
appropriate help, and that Asian cultural values plays a role in determining such attitudes.  
This study investigated the relationships among mental health literacy, attitudes towards 
mental health services, and adherence to Asian cultural values.  A sample of 17 Caucasian 
and 22 Asian American college students completed a questionnaire including the Asian 
Values Scale (AVS), the Attitudes Toward Seeking Professional Psychological Help Scale –
Shortened Version, and four vignettes portraying depression, schizophrenia, alcohol 
dependency, and anorexia.  Results indicated that Caucasians were slightly more likely to 
correctly recognize and identify mental illnesses than were Asian Americans.  Causal 
attributions varied greatly across different mental disorders, however Asian Americans were 
somewhat more likely to attribute mental illness to individual or social causes, while 
Caucasians slightly favored biological factors in addition to social factors.  Asian American 
students showed less positive attitudes towards seeking professional psychological help, and 
preferred to solve problems on their own or seek help from family or friends.  The greatest 
barriers to treatment for Asian Americans were a fear of showing personal weakness and 
concern about stigma.  Adherence to Asian cultural values was inversely associated with 
willingness to seek professional help, especially regarding the use of University Counseling 
Services (UCS), and with willingness to take medication for psychological problems.  
Culturally determined casual beliefs about  mental illness and attitudes towards help-seeking 
are discussed in relation to the pattern of service underutilization of Asian Americans.  
3Mental Health Literacy:
A Comparative Assessment of Knowledge and Opinions of Mental Illness 
Between Asian American and Caucasian College Students
Over the past decade there has been a growing awareness of the disabling effects 
of mental illness.  In a society with a high prevalence of mental illness (up to 50%), 
nearly everyone will at some point experience mental illness, in themselves or in 
someone close (Kessler et al., 1994).  Approximately 30% of the population has a 
diagnosable mental or addictive disorder, however only about one-third those with such 
disorders receive treatment in a given year (A Report of the Surgeon General, 2001).    
There are many explanations for this underutilization of mental health services.  
In investigating the cultural conceptions of mental illness, Link et al. (1999) found that 
public attitudes often have a major influence on patterns of help-seeking, stereotyping, 
and stigmatization.  Given the potential negative consequences of such beliefs, public 
attitudes about mental illness have long been monitored.  In a groundbreaking study in 
the 1950s, Star (1952, 1955) surveyed a nationally representative sample of Americans 
and found that a large majority had overall negative attitudes towards the mentally ill.  
Mental illness was viewed as a highly stigmatized condition and was frequently 
associated with unpredictable and violent behavior.  When participants were presented 
with vignettes depicting individuals with mental disorders, few could identify the 
described individuals as mentally ill, and most had trouble distinguishing mental illness 
from “normal”, non-pathological problems.  
Today, although members of the public have become more knowledgeable about 
mental illness and can better distinguish it from ordinary unhappiness, it remains 
4stigmatized (Phelan et al, 2000).  Many members of the public cannot correctly recognize 
mental disorders, and negative attitudes toward and stereotypes of people with mental 
illness are common.  For example, the perceived likelihood of violent and dangerous 
behavior among the mentally ill has significantly increased since the 1950s, thus 
reinforcing a reluctance on the part of those in need to seek help for fear of stigmatization 
and rejection (Phelan et al, 2000).  Several studies have assessed the stigma frequently 
associated with mental illness and have verified the detrimental impact of these attitudes 
on those with mental illness (Link et al, 1997; Rosenfield, 1997; Markowitz, 1998).   
Negative attitudes towards mental illness have also been associated with a resistance to 
utilize mental health services (Jorm, 2000).  Given that large numbers of individuals with 
mental health problems remain untreated, it is crucial to continually monitor public 
beliefs regarding mental illness.  
Mental Health Literacy 
“Mental health literacy” is a concept developed by Jorm et al. (1997) to facilitate 
the study and assessment of attitudes towards and knowledge of mental illness.  Mental 
health literacy is defined as “the ability to gain access to, understand, and use information 
in ways which promote and maintain good mental health.  It refers to knowledge and 
beliefs about mental disorders which aid their recognition, management or prevention,” 
including: (a) the ability to recognize specific disorders or different types of 
psychological distress, (b) the knowledge and beliefs about risk factors and causes, (c) 
knowledge and beliefs about professional and self-help interventions, (d) attitudes which 
facilitate recognition and appropriate help-seeking, and (e) knowledge of how to seek 
mental health information.
5Ever since the idea of mental health literacy was introduced, studies have 
attempted to accurately assess the levels of mental health literacy among the general 
public.  When a representative sample of the Australian public was presented with 
vignettes depicting individuals suffering from depression and schizophrenia, although the 
majority recognized the presence of some sort of mental health problem, a mere 39% was
able to identify the problem as depression, and only 27% correctly labeled the 
schizophrenia vignette (Jorm et al, 1997).  In addition, general practitioners, family, and 
friends were thought to be more helpful for such conditions than mental health 
professionals, and standard psychiatric treatments were often considered harmful (Jorm et 
al, 1997).   A study of Australians, using a similar depression vignette, found that less 
than 10% of people stated that seeing a psychiatrist would be helpful, and even fewer 
believed that seeing a psychologist or taking medication would be helpful (Goldney et al, 
2001).  The ability to correctly recognize a depression vignette, however, has been 
associated with a positive attitude towards psychopharmacology (Lauber et al., 2003).  
Overall, such studies confirm the presence of common misconceptions and stereotypes 
about mental illness, and that many people have limited knowledge about treatment 
options and are skeptical about the effectiveness of psychiatric treatments.  
There are several important consequences of poor mental health literacy.  If an 
individual is unable to recognize specific mental disorders or different types of 
psychological distress, it is unlikely that he will be able to recognize symptoms in himself 
or in others.  Even if evaluated by a primary care physician, it is highly possible that an 
individual will go undiagnosed if he is unable to effectively communicate his symptoms 
(Jorm, 2000).  The stigma associated with mental illness and the general lack of public 
6mental health awareness serve as barriers to effective utilization of mental health services 
as well.  Negative attitudes towards psychopharmacology may result in a lack of 
medication compliance, or a failure to seek help altogether (Fischer et al, 1999).  
Additionally, without an understanding of the risk factors and causes of mental illness, an 
individual is less able to use preventative measures to guard against the development of 
psychological problems.  
Although there are many current initiatives to improve mental health literacy, a 
glaring problem remains: the concept of “mental health literacy” is based upon a Western 
conception of medicine.  The United States becomes more culturally diverse every day, 
and thus it is critical that issues such as poor mental health literacy and underutilization 
of mental health services be examined through a culturally competent lens.  Cultural 
beliefs play an important role in shaping people’s values, attitudes, perceptions of 
themselves and others, and largely affect how people experience their environments.  
Subsequently, different cultures may vary widely in how their members conceptualize 
mental distress and express psychological symptoms, and in their attitudes towards 
mental health services and patterns of help-seeking (Sheikh & Furnham, 2000).  
Asian Americans and Mental Health
Over the past few decades, it has been well-documented that Asian Americans
have experienced and continue to experience major mental health disparities.  Asian 
Americans are the fastest growing minority group in the United States today, and there 
are as many as 43 different Asian American ethnic groups, each with distinct cultural 
values, religious traditions, dietary practices, histories, and over 100 languages (U.S. 
Census, 2002; Report of the Surgeon General, 2001).  Mental health research and 
7epidemiological studies consistently report a distinct pattern of underutilization of mental 
health services among Asian Americans (Herrick & Brown, 1998).  The Surgeon General 
reported in 2001 that “disparities exist in the provision of adequate and effective mental 
health care to Asian Americans”, as Asian Americans are more likely to experience 
decreased availability, accessibility, and utilization of mental health services as compared 
to whites (Snowden & Cheung, 1990; Sue et al, 1991; Leong, 2001).  
The “model minority” myth has promoted the stereotype that Asian Americans 
are successful, hard-working, and intelligent.  They are frequently viewed as resilient and 
healthy, experiencing fewer mental health problems than other groups.  It is often 
assumed that the disproportionately small number of Asian Americans utilizing mental 
health services is simply an effect of an overall lower incidence of mental illness.  
However low demand for mental health care is not necessarily reflective of low need (Lin 
& Cheung, 1999).  
In reality, Asian Americans do experience mental illness and have an equally 
high, if not higher need for appropriate mental health services as any other racial or 
ethnic group.  Asian American adolescent boys are twice as likely to have been 
physically abused and are three times more likely to report abuse than their white 
American counterparts (Schoen et al, 1998).  Asian American women aged 15-24 and 
65+ have the highest suicide rates in the U.S. out of all racial and ethnic groups (Centers 
for Disease Control and Prevention, 2001).  Asian American college students have been 
found to report higher levels of depressive symptoms than white students (Liu, 1990) and 
Kessler et al. found that Chinese Americans have a lifetime prevalence of major 
depression of high as 17% (1994).  Immigrants and refugees are considered to be “high-
8need” populations, as a result of magnified stressors and difficulties frequently 
experienced in a new and unfamiliar culture.
A consistent pattern of underutilization of mental health services among Asian 
Americans has been well documented for several decades (Herrick & Brown, 1998). 
Those who do receive mental health treatment are often greatly delayed in help-seeking, 
and thus tend to be more severely ill upon treatment initiation (Durvasula & Sue, 1996).  
Such phenomena likely contribute to the findings that Asian Americans who do receive 
inpatient care necessitate more intensive treatment and have comparatively longer lengths 
of stay (Lin & Cheung, 1999).  Poor outcomes for short-term treatment are also common, 
with decreased patient satisfaction and frequent premature termination of care (Kung, 
2003).  Zhang et al. found that Asian Americans, when compared to White Americans, 
were much less likely to report mental health problems to friends or relatives, 
psychiatrists or mental health specialists, or to physicians (1998).
Several barriers to mental health treatment for Asian Americans have been 
identified, all of which are thought to contribute to these problematic trends of 
underutilization.  Practical barriers such as limited availability of bilingual Asian 
American providers, high costs of treatment, difficulties with scheduling and time 
constraints for individuals working one or two full-time jobs, and a general awareness of 
mental health resources, especially regarding what services are available and how to 
access them (Leong & Lau, 2001).  
Perhaps even more salient than the practical barriers are the cultural barriers that 
frequently deter Asian Americans from seeking psychological help, stemming from the 
vast cultural differences between traditional Asian values and those of the dominant 
9American culture.  American society glorifies the individual, encouraging the self-
sufficiency and independence.  American culture tends to value emotional self-
expression, expression of pride, a duty to satisfy personal needs, self-recognition through 
achievement, and the separation of mind and body.  Contrastingly, Asian values are 
centered on the concept of interdependence in a collectivistic society.  As a result Asian 
cultures emphasize concepts such as emotional self-control, humility, filial piety, family 
recognition through achievement, and the integration of the mind and body (Kim et al, 
1999). 
Literature suggests that Asian Americans who adhere to Asian cultural values 
have more negative attitudes towards seeking professional psychological help (Sue, 1994; 
Root, 1993; Kim et al., 2001).  For example, in accordance with the cultural tendency 
towards emotional self-control, many Asian Americans view emotional distress as a sign 
of weakness, resulting from a lack of discipline or will power.  In addition, the perceived 
causes of mental illness vary by culture, and can greatly influence one’s beliefs regarding 
appropriate treatment strategies for psychological distress (Cheung et al, 1983).   A study 
of Chinese, Japanese and Filipino students found that the majority believed good mental 
health could be achieved by the avoidance of morbid thoughts, and that getting help with 
this “weakness” reflects poorly on character (Sue, 1976).  Asian Americans frequently 
view mental illness as highly stigmatizing and thus are less likely to recognize, 
acknowledge or seek help for mental health problems (Leong & Lau, 2001).  The 
experience of psychological difficulties might instead induce feelings of shame and 
personal failure, making it less likely for an individual to seek help outside of the family 
for fear of disgracing the family name (Sue, 1994; Root, 1993).  
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Despite these general cultural trends, there are extensive within-group differences 
among Asian Americans, and the degree to which different individuals adhere to these 
cultural values varies widely.  This concept is known as “acculturation” and refers to the 
process of adapting the values, norms, and identity of the dominant society (Kim & 
Abreu, 2001).  Several studies have found that less acculturated Asian Americans display 
more negative attitudes towards seeking professional psychological help (Atkinson & 
Gim, 1989; Kim & Atkinson, 2002), have lower levels of mental health literacy, and 
experience more barriers to mental health treatment (Leong & Lau, 2001).  
Public attitudes towards mental illness and other such aspects of mental health 
literacy have been studied for decades.  Researchers have investigated topics such as 
recognition and identification of mental disorders, causal attributions, and preferred 
methods of treatment for psychological problems (Star, 1952, 1955; Jorm et al, 1997; 
Link et al, 1999; Goldney et al, 2001).  In addition, many studies have looked at the role 
of culture and ethnicity in mental health attitudes between Asian Americans and 
Caucausians.  However, while some studies report that attitudes vary across the two 
ethnic groups (Fan, 1999; Gellis et al, 2003), others report no ethnic group differences in 
attitudes toward seeking professional help (Yoo 1997; Sheikh & Furnham, 2000).  
Further investigation of these issues is needed, as it remains unclear whether differences 
in mental health literacy are mediated by ethnicity, by degree of acculturation, or by other 
factors altogether. 
The purpose of this study was to assess the levels of mental health literacy among 
Asian American and Caucasian students, examining how attitudes towards mental illness 
and mental health services varied across ethnic groups, and whether such attitudes were 
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dependent on adherence to Asian cultural values.  The present study used vignettes to 
assess (1) recognition of mental illnesses, (2) causal attributions for mental illnesses, (3) 
preferred treatment methods, (4) perceived barriers to treatment, (5) the willingness to 
interact with people with mental illnesses, and (6) likelihood of recovery.  It was 
hypothesized that the majority of students would correctly recognize mental illnesses, 
however Caucasian students would be more likely to apply the correct label.  Based on 
past findings, it was expected that Asian Americans would primarily attribute mental 
illnesses to individual or psychosocial causes, while Caucasians would favor 
physiological causes of mental illnesses.  It was also predicted that Caucasians would
show more positive attitudes towards mental health services, while Asian Americans 
would favor talking with family or friends, if anyone at all.  Asian Americans were also
expected to be more hesitant to engage in direct interaction with people with mental 
illness, and tend to be less optimistic about the prospect of a complete recovery. These 
hypotheses were based on the idea that Asian values, such as emotional self- control or 
adherence to social norms, would be associated with certain types of assumptions about 
and attitudes toward mental illness.  
This study also investigated the relationship between attitudes towards mental 
health services and adherence to Asian cultural values (i.e. level of acculturation).  An 
inverse association between students’ adherence to Asian cultural values and attitudes 
towards seeking professional psychological help, irrespective of ethnicity, was 
anticipated.  Past research with Asian American populations has found acculturation (a 
correlate of traditional Asian values), to be related to help-seeking attitudes (Atkinson & 
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Gim, 1989; Kim & Ozimo, 2003), and it was expected that a similar relationship would 
be found among Caucasian students. 
Method
Participants
The respondents were 17 Asian American and 22 Caucasian undergraduate 
students at a moderately sized private university in the Northeast.  They were recruited 
for the study by a request for participants, sent to the club members of Asian American 
groups and other on-campus student organizations.  Table 1 shows the distribution of 
demographic information for the participants.  There were no significant differences 
between Asian Americans and Caucasians with regard to gender, year of graduation, 
school, and previous experience with mental illness.  There was a wide range in majors 
among participants, and it was specifically noted that one Caucasian student and three 
Asian American students were psychology majors.  Unsurprisingly, the majority of 
Caucasian participants were fifth generation, while all Asian American participants were 
either first or second generation. 








Ethnicity (for Asian Americans)
     Chinese 4 (23.5) — 4 (23.5)
Indian 3 (17.6) — 4 (23.5)
     Korean 3 (17.6) — 3 (17.6)
     Southeast Asian 1 (5.9) — 2 (11.8)
     Vietnamese 1 (5.9) — 1 (5.9)
     Thai 1 (5.9) — 1 (5.9)
     Filipino 1 (5.9) — 1 (5.9)
     Multi-ethnic (Indian/South Asian) 1 (5.9) — 1 (5.9)
     None Specified 1 (5.9) — 1 (5.9)
Gender
     Men 6 (35.3) 5 (22.7) 11 (28.2)
     Women 11 (64.7) 17 (72.7) 28 (71.8)
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Year of Graduation
     2005 4 (23.5) 2 (9.1) 6 (15.4)
 2006 5 (29.4) 2 (9.1) 7 (17.9)
     2007 5 (29.4) 10 (45.4) 15 (38.5)









     College of Arts & Sciences 13 (76.5) 21 (95.4) 34 (87.2)
     Carroll School of Management 2 (11.8) 0 (0) 2 (5.1)
     Carroll School of Nursing 0 (0) 1 (4.5) 1 (2.6)
     Lynch School of Education 1 (5.9) 0 (0) 1 (2.6)
     Unknown 1 (5.9) 0 (0) 1 (2.6)
Major
     Business 4 (23.5) 0 (0) 4 (10.3)
     Psychology 3 (17.6) 1 (4.5) 4 (10.3)
     Sociology 1 (5.9) 0 (0) 1 (2.6)
     Humanities 0 (0) 12 (54.5) 12 (30.8)
     History/Political Science 3 (17.6) 7 (31.8) 10 (25.6)
     Natural Sciences 7 (41.2) 4 (18.2) 11 (28.2)
     Education 1 (5.9) 0 (0) 1 (2.6)
     Nursing 0 (0) 1 (4.5) 1 (2.6)
     Communications 0 (0) 2 (9.1) 2 (5.1)
     Undeclared/Not Reported 3 (17.6) 1 (4.5) 4 (10.3)
Family Generation
     First 5 (29.4) 0 (0) 5 (12.8)
     Second 12 (70.6) 3 (13.6) 15 (38.5)
     Third 0 (0) 1 (4.5) 1 (2.6)
     Fourth 0 (0) 5 (22.7) 5 (12.8)
     Fifth 0 (0) 13 (59.1) 13 (33.3)
Previous Experience with Mental Illness?
     Yes/Somewhat 8 (47.1) 11 (50.0) 19 (48.7)
     No/Not Really 9 (52.9) 11 (50.0) 20 (51.3)
Instrument
The survey questionnaire consisted of five parts, and can be found in Appendix A. 
Vignettes. Part I consisted of a series of four vignettes, each describing an 
individual with major depressive disorder, schizophrenia, alcohol dependence, and 
anorexia.  The depression, schizophrenia, and alcoholism vignettes were adapted from 
studies conducted by Pescosolido et al. (1999) and Goldney et al. (2001), and the 
anorexia vignette was constructed for the present study, formatted to match the previous 
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three vignettes.  All vignettes satisfy the diagnostic criteria of the Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (American 
Psychiatric Association, 2000).  The sex of the individuals described in the depression, 
schizophrenia, and alcoholism vignettes was randomly varied (John/Jane), in order to 
avoid a confounding gender bias.  However, given the strong gender association of 
anorexia with females, the sex of the individual in the anorexia vignette remained female 
for all survey versions.  
Immediately after reading each vignette, respondents were asked open-ended 
questions about whether they thought the individual had a problem, whether they thought
the individual had a mental illness, and if so, what kind of mental illness might it be. 
Respondents were queried about their beliefs regarding the causes of the behavior 
described in the vignette, and were instructed to rank their top three out of seven total 
choices.  The possible causes covered biological factors (i.e. chemical imbalance, genetic 
or inherited problem), psychosocial stress (i.e. stressful life events, negative peer 
influences), socialization (i.e. the way he/she was raised), intrapsychic factors (i.e. weak 
will power, lack of personal strength), and supernatural powers (i.e. spiritual forces).  
Respondents were then instructed to rank the top three treatments they believed to be 
most appropriate for the individual, out of the following options: clergy/prayer, 
psychotherapy/counseling/support group, medication, hospitalization, talking with family 
or friends, self-help/dealing with problems on own, or no treatment.  Respondents also 
indicated the top three factors that might have served to prevent the individual from 
seeking professional psychological help, out of the following choices: concern about 
stigma, concern about confidentiality, lack of knowledge about appropriate services, 
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doubt that professional treatment would be helpful, financial/language/time/transportation 
issues, it would be indicative of personal weakness, his/her problems are not severe 
enough to require help, or he/she does not have a problem.  
For each vignette, respondents were presented with social distance questions, 
asking on a scale of 1 to 5 (1 = Definitely No, 5 = Definitely Yes), how willing the 
respondent would be to (1) move next door to him/her, (2) spend an evening socializing 
with him/her, (3) make friends with him/her, (4) start working closely with him/her, and 
(5) have him/her marry into the family.  Finally, respondents were asked to predict how 
things would “turn out” for the individual, ranging from “Very badly” to “Very well”.  
Attitudes towards help-seeking. Part II of the questionnaire consisted of the 
Attitudes Toward Seeking Professional Psychological Help Scale – Shortened Version 
(ATSPPH-SF) (Fischer & Farina, 1995), developed from the original 29-item measure 
(Fischer & Farina, 1970).  This scale is composed of 10 items, each of which is rated on a 
scale from 1 (disagree) to 4 (agree).  Examples of items include: “If I believed I was 
having a mental breakdown, my first inclination would be to get professional help”, or 
“Personal and emotional troubles, like many things, tend to work out by themselves”.  
The authors reported that the ATSPPH-SF has both criterion and convergent validity, has 
a 1-month test-retest reliability coefficient of .80, and a coefficient alpha of .85.  
Adherence to Asian cultural values. Part III of the questionnaire consisted of the 
Asian Values Scale (AVS) (Kim et al, 1999), used to measure the respondent’s adherence 
to Asian cultural values and degree of acculturation.  The AVS is composed of 36 items, 
each of which is rated on a 7-point Likert- type scale (1 = strongly agree; 7 = strongly 
disagree).  The items consist of statements describing Asian cultural values, and are
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grouped into six sub-scales based on different value dimensions.  The following are 
sample items from each sub-scale: “One should not deviate from familial and social 
norms” (Factor 1: Conformity to Norms), “One need not achieve academically to make 
one’s parents proud” (Factor 2: Family Recognition Through Achievement), “One should 
have sufficient inner resources to resolve emotional problems” (Factor 3: Emotional Self-
Control), “One should consider the needs of others before considering one’s own needs” 
(Factor 4: Collectivism), “Modesty is an important quality for a person” (Factor 5: 
Humility), and “One’s family need not be the main source of trust and dependence” 
(Factor 6: Filial Piety). The scale has internal consistency (with coefficient alphas of .81 
and .82) and 2-week test-retest reliability of .83 (Kim et al., 1999).  Kim et al. (1999) also 
provided evidence supporting the construct validity, concurrent validity.  
Familiarity with mental health services. Part IV of the questionnaire was 
composed of a set of seven questions that assess the types of experiences, attitudes, 
knowledge the respondent has about Boston College University Counseling Services 
(UCS) and about mental health services in general.  Examples of questions include: 
“Would you feel comfortable going to a non-university affiliated mental health 
professional if you needed psychological help?” and “Are you familiar with the types of 
services that Boston College University Counseling Services provides for students?”  The 
items were constructed by the author, and respondents were asked select one of four 
possible responses: Yes, Probably (or Somewhat), Probably Not (or Not Really), and No.  
Two of the questions asked respondents about how comfortable they would feel going to 
or referring a friend to UCS, and those who selected Probably Not or No were asked to 
provide a short explanation of their answer.  
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Demographic information. The final section of the survey was a demographic 
questionnaire, which requested: age, gender, race/ethnicity, year of graduation, school 
(Arts & Sciences, Carroll School of Management, etc.), major, place of birth, number of 
years lived in U.S., and family generation status.
Procedure
After obtaining approval from the university institutional review board, the author 
contacted student leaders of Asian American groups and other student organizations on 
campus, who subsequently forwarded a call for participants to the club members.  
Although students of all ethnic backgrounds were permitted to participate in the study, 
responses from four students who were neither Caucasian nor Asian American were 
excluded from data analysis.  
Survey packets were mailed to interested students, including a survey cover letter, 
questionnaire, debriefing/information sheet, and self-addressed envelope used to return 
the survey to the author.  Prior to filling out the questionnaire, the students read an 
information sheet indicating that the purpose of the study was to investigate “perceptions 
of various ‘life issues’ that college students sometimes face”.  Participants were also 
informed that their responses would remain completely anonymous, and were reminded 
that “there are no right or wrong answers”.  Questionnaires required approximately 25 to 
40 minutes to complete, and participants were provided with an information sheet about 
available mental health resources at Boston College and in the Boston area.  
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Results
The primary purpose of this study was to examine how attitudes towards mental 
illness and mental health services vary across Asian American and Caucasian ethnic 
groups.  Participant responses to the series of vignettes are presented in the following 
order: (1) recognition and identification of mental illnesses, (2) perceived causes of 
mental illnesses, (3) preferred treatment methods, (4) perceived barriers to seeking help 
for psychological problems, (5) desired social distance from people with mental illnesses, 
and (6) likelihood of recovery. Ethnic group differences in attitudes towards seeking
professional psychological help are next presented, followed by group differences in 
cultural values and beliefs.  Finally, correlational findings are presented on the 
relationship among ethnicity, help-seeking attitudes, and adherence to Asian cultural 
values.
Recognition and Identification of Mental Illness as Represented by Vignettes
In order to assess students’ knowledge and beliefs about major depression, 
schizophrenia, alcohol dependency and anorexia, respondents were asked to identify and 
label the problem described in each vignette.  Specifically, respondents were asked: 
“Does John/Jane have a problem?”, followed by, “Does John/Jane have a mental illness”, 
and finally, “If yes, what kind of mental illness might it be?”  Figures 1 through 4 show 
that 100% of respondents (in both ethnic groups) recognized that there was a problem in 
the cases of depression, schizophrenia, and anorexia, and nearly 100% recognized a 
problem in the case of alcohol dependency. 
Overall, Caucasians were more likely to identify the described problems as mental 
illnesses than Asian Americans were.  The schizophrenia vignette case was designated as 
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representing mental illness by 100% of Caucasians and 88% of Asian Americans.  For 
the depression vignette, 82% of Caucasians and 71% of Asian Americans considered the 
described condition to be a mental illness, and similarly, in the anorexia vignette, 81% of 
Caucasians and 77% of Asian Americans considered the described condition to be a 
mental illness.  Alcohol dependency was least likely to be characterized as a mental 
illness, designated as such by 68% of Caucasians and a mere 47% of Asian Americans.  
Respondents who affirmed the presence of a mental illness were then asked to 
provide a specific label for the condition.  Nearly all respondents who considered 
depression and alcohol dependency to be mental illnesses applied the correct labels for 
these disorders.  However, fewer students correctly identified “schizophrenia” (64% of 
Caucasians and 71% of Asian Americans); “paranoia” was the most common 
misidentification.  The only significant ethnic group difference, however, occurred in the 
labeling of anorexia.  While 91% of Caucasians correctly labeled the condition as 
anorexia, a only 64% of Asian Americans applied this label, 2 = 4.04, df = 1, p< .05.
Alternative responses of Asian American students included depression, social anxiety, 
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Figure 2. Recognition and identification of major depressive 
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Figure 4. Recognition and identification of anorexia as
represented by vignette
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Perceived Causes of Vignette Conditions
For each vignette, respondents were asked about their beliefs concerning the most 
likely causes of the conditions described in the vignettes.  Respondents ranked their top 
three choices out of a total of seven factors, however for purposes of data analysis only 
the number one choices were examined. While there were no significant ethnic group 
differences, some interesting trends did emerge (see Figures 5 through 8).  For 
depression, 65% of Asian Americans and 55% Caucasians agreed that stressful events 
were the most likely cause, followed by chemical imbalance (29% and 36%, 
respectively).  For schizophrenia, biological causal attributions were most prominent, 
with both groups citing chemical imbalance as the most likely cause (47% of Asian 
Americans, 55% of Caucasians).  For the case of alcohol dependency, the responses were 
more evenly distributed among several possible causes.  Caucasian students felt that 
alcoholism was primarily a result of genetics or inheritance, while Asian American 
students, believed that the most influential factor was that of weak will power.  Although 
the most commonly endorsed causes varied among these three vignette conditions, it 
appears that Caucasians had a slight preference for biological causal factors (chemical 
imbalance, genetic/inherited problem), while Asian Americans had a slight preference for 
non-biological causal factors (stressful events, social factors, weak will power).  For the 
anorexia vignette, both groups considered social factors to be the number one cause, by 
quite a significant margin.  However, 24% of Asian Americans believed that the disorder 
was primarily caused by the person’s upbringing, compared to a striking 0% of 
Caucasians.  
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Figure 5.  Primary causal attributions for depression 
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Figure 6.  Primary causal attributions for schizophrenia
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Figure 7.  Primary causal attributions for alcohol dependency
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Figure 8.  Primary causal attributions for anorexia
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Beliefs about Appropriate Treatments 
Figures 9 through 12 compare the beliefs of Asian American and Caucasian 
respondents regarding the most appropriate treatment for the person described in each of 
the four vignettes.  Participants were presented with a list of treatment options, including: 
clergy/prayer, psychotherapy/counseling/support group, medication, hospitalization, 
talking with family or friends, self-help/dealing with problems on own, or no treatment.  
For the conditions of depression and alcoholism, the top two treatment preferences were 
“therapy/counseling/support group”, and “talking with family/friends”, however, there 
was a clear difference in responses between ethnic groups.  The majority of Caucasian 
students selected therapy/counseling/support group as their treatment of choice for 
depression (77%), while the most popular choice for Asian American students was 
talking with family/friends (59%), 2 = 14.36, df = 3, p< .05.  Responses for the alcohol 
dependency vignette followed a similar pattern, but the results were not statistically 
significant.  Asian American and Caucasian treatment preferences were comparable for 
the case of schizophrenia, with medication the most commonly endorsed option (41% 
and 50%, respectively), followed by therapy/counseling/support group (35% and 36%, 
respectively), hospitalization (18% and 9%, respectively), and talking with family/friends 
(6% and 5%, respectively).  In contrast, the reverse pattern was found among the 
treatment preferences for anorexia.  Seventy-three percent of Asian Americans indicated 
that therapy/counseling/support group would be the best course of treatment, (compared 
with 29% of Caucasians), and a mere 5% of Asian Americans selected talking with 
family/friends (compared with 29% of Caucasians), 2 = 12.49, df = 4, p< .05.
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Figure 9. Preferred treatment methods for depression












Figure 10. Preferred treatment methods for schizophrenia
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Figure 11. Preferred treatment methods for alcohol dependency












Figure 12. Preferred treatment methods for anorexia
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Potential Barriers to Seeking Help for Vignette Conditions
For each vignette condition, respondents indicated which factors they believed 
would be most likely to prevent the described individual from seeking professional 
psychological help (see Figures 13 through 16).  In three out of the four vignettes, the 
most common barrier to help-seeking that Caucasian students reported was doubt that 
professional treatment would be helpful (41% in the case of depression, 36% in the case 
of schizophrenia, and 32% in the case of anorexia).  In contrast, most Caucasians 
believed that an alcoholic would be hesitant to seek help because he or she was either 
concerned about stigma (32%), or thought it would be indicative of personal weakness 
(32%).  Alternatively, Asian Americans believed that a fear of showing personal 
weakness was the most significant barrier to seeking help, not only for an alcoholic 
(24%), but for a person with depression (41%) or schizophrenia (29%) as well.   
However, for an individual with anorexia, Asian Americans believed that a concern about 
stigma would be the most salient factor (41%).   
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Figure 13. Primary barriers to seeking professional psychological
 help for the case of depression
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Figure 14. Primary barriers to seeking professional psychological
 help for the case of schizophrenia
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Figure 15. Primary barriers to seeking professional psychological
help for the case of alcohol dependency
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Figure 16. Primary barriers to seeking professional psychological
help for the case of anorexia
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Willingness to Interact with Described Person
Participants were asked a set of five social distance questions, beginning with a 
low-threat situation (moving next door to the described person), and progressing to a 
high-threat situation (having the described person marry into the family).  As Figure 17 
shows, both Caucasians and Asian Americans desired the most social distance from the 
individual in the schizophrenia vignette, followed by the individuals with alcohol 
dependency, depression, and finally anorexia.  Asian Americans consistently desired 
more social distance, however the group differences approached a level of significance 
only for the case of schizophrenia ( t=1.81, p=.08).  When responses for the specific
social distance items were examined, the biggest difference was found for the willingness 
to move next door to the individual with schizophrenia (t=2.56, p <.05). Social distance 
scores were also used to determine the proportion of respondents who, on average, were 
unwilling to engage in the forms of interaction specified on the social distance scale (i.e. 
those who scored below the mid-point of the scale).  The range of responses across the 
different vignette conditions was striking (see Figure 19).  As few as 2.3% of Caucasians 
were unwilling to interact with an individual with anorexia, and as many as 79.5% of 
Asian Americans were unwilling to interact with an individual with schizophrenia.  The 
only case for which ethnic group differences approached significance, however, was that 
of anorexia.  It was found that 23.5% of Asian Americans and 2.3% of Caucasians were, 
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Figure 17. Desired social distance
Note: 1 = Definitely not willing to interact with, 5 = Definitely
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Figure 18. Percentage of respondents who would Probably Not 
or Definitely Not be willing to interact with the described individual
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Predicted Prognosis for Described Person
As displayed by Figures 19 through 23, respondents were fairly optimistic about 
the potential for recovery from the illnesses described in the vignettes.  Overall, it was 
believed that the person with anorexia had the best chance of making a full recovery, 
followed by the person with alcoholic dependency, depression, and schizophrenia.  In all 
four cases, however, Caucasians predicted a more positive outcome than did Asians 
Americans, though the differences did not reach a level of significance.  For the cases of 
depression and schizophrenia, not a single Asian American student believed that the 
described person would experience a full recovery, with relapse unlikely.  However, 23% 
of Caucasians believed that things would turn out “very well” for the person with 
depression, and 14% for the person with schizophrenia.  Conversely, while there were no 
Caucasian students who predicted the cases of anorexia and depression would turn out 
“very badly” (with the individual experiencing some improvement, but never a full 
recovery), 12% of Asian American students selected this option for the anorexia vignette, 




















Figure 19. Prediction of “how things will turn out” for the individual 



















Figure 20. Prediction of “how things will turn out” for the individual 




















Figure 21. Prediction of “how things will turn out” for the individual 



















Figure 22. Prediction of “how things will turn out” for the individual 
in the case of anorexia
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Attitudes towards Seeking Professional Psychological Help
Ethnic differences in attitudes towards seeking professional psychological help 
were examined using an independent samples t-test.  Table 2 reports the means, standard 
deviations, and t values for the individual items of the ATSPPH-SF as well as the total 
ATSPPH-SF scores for Asian Americans and Caucasians.  The results indicate significant 
ethnic differences in attitudes towards seeking help, as determined by the ATSPPH-SF 
totals, t = 2.83, p < 0.01.  Caucasians overall showed more positive attitudes towards 
seeking professional help than did Asian Americans students, however the responses of 
the two groups were only significantly different on three items.  Caucasians were more 
likely to agree with the statements, “If I believed I was having a mental breakdown, my 
first inclination would be to get professional help”, t = 2.48, p < 0.05 (Item #1), and “If I 
were experiencing a serious emotional crisis at this point in my life, I would be confident 
that I could find relief in psychotherapy”, t = 2.75, p < 0.05 (Item #3), and Asian 
Americans were more likely to agree with the statement, “A person should work out his 
or her problems; getting psychological counseling would be a last resort”, t = 2.83, p < 
0.01 (Item #9).  
Table 2.  Independent Samples t-Test on ATSPPH-SF Scores by Ethnicity
Asian Americans Caucasians
n = 17 n = 22
M SD M SD t
Item #1 1.00 0.87 1.68 0.84 2.48*
Item #2 2.18 1.07 2.45 0.86 0.90
Item #3 1.47 1.07 2.27 0.63 2.75*
Item #4 1.53 0.87 2.05 0.95 1.74
Item #5 2.00 1.00 2.27 0.83 0.93
Item #6 1.29 0.85 1.86 1.13 1.74
Item #7 1.35 1.00 1.77 0.75 1.50
Item #8 1.53 0.94 1.82 0.91 0.97
Item #9 1.53 0.94 2.32 0.72 2.97**
Item #10 1.59 1.00 2.09 0.75 1.79
Total Score 15.47 6.53 20.59 4.78 2.83**
**p < 0.01, *p < 0.05
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Respondents were asked a series of additional questions, regarding their personal 
knowledge, comfort level, and experience with Boston College University Counseling 
Services (UCS), and mental health services in general.  Students were provided with a 
four possible answer choices: Yes, Probably (or Somewhat), Probably Not (or Not 
Really), and No.  Table 3 displays the number and percentage of students who responded 
with Yes or Probably/Somewhat.  As predicted, Caucasian students appeared to be more 
knowledgeable about and more willing to utilize mental health services.  The greatest 
discrepancy between ethnic groups occurred in response to the questions: “If a roommate 
or friend was in need of psychological help, would you feel comfortable referring him/her 
to University Counseling Services?”, 2 = 2.50, df = 1, p = 0.11, and “Would you feel 
comfortable going to University Counseling Services if you needed psychological help?”, 
2 = 2.84, df = 1, p = 0.09. It was encouraging to see that, out of all respondents, the 
majority would know what to do if a friend were in need of psychological help (82.4%) 
and would feel comfortable referring him or her to UCS (71.8%), despite the fact that 
only 56.4% of students were even familiar with the types of services that UCS offers.  
However, the fact that while 70.6% of Asian Americas would consider seeing a mental 
health professional in general, only 41.2% would be willing to seek help at UCS.  In 
addition, less than half of respondents reported that they would feel comfortable taking 
psychiatric medication.
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Table 3.  Knowledge of and familiarity with mental health services







Would know what to do if a friend were in need of 
psychological help
13 (76.5) 19 (86.4) 32 (82.4)
Are familiar with the services UCS offers 9 (52.9) 13 (59.1) 22 (56.4)
Would feel comfortable referring a friend to UCS 10 (58.8) 18 (81.8) 28 (71.8)
Would feel comfortable going to UCS if in need of 
psychological help
7 (41.2) 15 (68.2) 22 (56.4)
Would feel comfortable going to a non-university affiliated 
mental health professional if in need of psychological help
12 (70.6) 16 (72.7) 28 (71.8)
Would feel comfortable taking medication for a mental 
illness or psychological condition
7 (41.2) 11 (50.0) 18 (46.2)
Have experienced mental illness, themselves or in someone 
close to them
8 (47.2) 11 (50.0) 19 (48.7)
Adherence to Asian Cultural Values
An independent samples t-test was run in order to test the expected ethnic group 
differences in adherence to Asian cultural values (Table 4).  The AVS scores of Asian 
American students were indeed significantly lower than Caucasian students, t = 2.94, p < 
0.01 (a low AVS score corresponds with a strong adherence to Asian cultural vales).  
However, in terms of the six specific factors of the AVS, the two groups were only 
significantly different on two factors, with Asian Americans showing greater conformity 
to norms (e.g. “One should not deviate from familial and social norms”), t = 2.58, p < 
0.01, and more collectivistic values (e.g. “One should consider the needs of others before 
considering one’s own needs”), t = 2.06, p < 0.05.  Not surprisingly, family generation 
(of all respondents combined) was strongly correlated with both total AVS score, r = -
0.44, p < 0.01, and Factor 1: Conformity to Norms, r = -0.50, p = 0.001.  
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M SD M SD t
Factor 1: Conformity to Norms 24.50 7.55 32.00 7.47 2.58**
Factor 2: Family Recognition 
Through Achievement 10.86 4.64 13.24 4.13 1.64
Factor 3: Emotional Self-Control 10.23 3.37 11.65 2.58 1.26
Factor 4: Collectivism 10.95 2.84 12.94 3.35 2.06*
Factor 5: Humility 16.95 2.67 17.47 3.11 0.61
Factor 6: Filial Piety 17.95 4.24 17.82 4.79 0.17
Total AVS Score 129.36 20.77 149.58 22.07 2.94**
**p < 0.01, *p < 0.05
Relationship between Adherence to Asian Cultural Values and Attitudes towards Seeking 
Professional Help
A correlational analysis was performed in order to determine whether Asian 
cultural values were a predictor of attitudes towards seeking professional psychological 
help (Table 5).  As dictated by the total AVS scores, strong adherence to Asian cultural 
values was found to be associated with negative attitudes towards mental health services 
(r = -0.48, p < .01).  Specific factors on the AVS emerged as having a particularly strong 
relationship to ATSPPH-SF scores, including Factor 1: Conformity to Norms (r = -0.35, 
p < .05), Factor 3: Emotional Self-Control, (r = -0.44, p < .01), and Factor 4: 
Collectivism (r = -0.45, p < .05).  Adherence to Asian cultural values was also inversely 
correlated with a willingness to seek help at UCS (r = -0.43, p < .01), a willingness to 
seek help at a non-university affiliated mental health service (r = -0.32, p < .05), and a 
willingness to take medication for psychological problems (r = -0.55, p < .001). 
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Table 5. Correlations between adherence to Asian cultural values and attitudes towards seeking professional psychological help





Would go to 
UCS









1. Conformity to Norms 
(AVS Factor 1) -.35* .15 .31 .21 .31 .32* .44** .13
2. Family Recognition 
Through Achievement 
(AVS Factor 2)
-.21 .00 .18 .12 .28 .17 .08 -.13
3. Emotional Self-
Control (AVS Factor 3) -.44** .13 .21 -.11 .31 .16 .43** .18
4. Collectivism
    (AVS Factor 4) -.45** .15 .18 .23 .39* .05 .35* .25
5. Humility
    (AVS Factor 5) -.21 .16 .17 .45** .30 .22 .38* .38*
6. Filial Piety
    (AVS Factor 6) -.30 .03 .09 .11 .14 .09 .34* .37*
7. Total AVS Score
-.48** .13 .28 .28 .43** .32* .55*** .23
***p<0.001, **p < 0.01, *p < 0.05
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Discussion
Recognition and Identification of Mental Illness as Represented by Vignettes
In general, the results supported the hypothesis that the majority of students 
would correctly recognize the mental illnesses presented in the vignettes, and that a 
higher proportion of Caucasian students would apply  the correct label.  A greater 
percentage of respondents were able to correctly label depression and schizophrenia than 
found in previous literature (Jorm et al 1999), and students were least likely to 
characterize alcohol dependency as a mental illness.  A number of students believed that
although the individual was an alcoholic with a psychological or physical addiction, 
alcoholism does not qualify as a mental illness. These findings might superficially 
suggest that students tend to underestimate the severity of alcohol dependency.  However, 
it cannot be concluded that students who view alcoholism as a mental illness are any 
more likely to acknowledge that the behavior is destructive or problematic.  In fact, 
nearly 100% of respondents believed that the individual described in the vignette had a 
problem, regardless of their ability to correctly label it.  
The greatest ethnic group difference occurred when respondents were asked to 
provide a label for the condition described in the anorexia vignette.  Although 
approximately equal numbers of Caucasian and Asian American students indicated that 
the condition qualified as a mental illness, fewer Asian American students applied the 
correct diagnostic label.  Anorexia is considered to be “culture-bound syndrome”, well-
established and recognized in Western cultures, but essentially non-existent in Asian 
cultures.  Given that depression, schizophrenia, and alcohol dependence occur (at least in 
some form) in Asian cultures, it is understandable that the greatest discrepancy between 
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ethnic groups would occur for anorexia, the condition least familiar to Asian Americans. 
Caucasian students, however, were actually more likely to identify this condition as 
anorexia than they were to classify it as a mental illness.  This suggests that, although 
most Caucasian students can readily identify the symptoms of anorexia, they are not 
necessarily aware that anorexia is a mental illness.  It is not known, however, if there is 
even any benefit to students being able to identify and label a mental illness, specifically 
or non-specifically.  If students are able to recognize a set of symptoms as indicative of a 
problem that warrants professional psychological help, then it is unclear whether there is 
any advantage to a student being able to provide the correct diagnostic term for the 
condition.  
Perceived Causes of Mental Illnesses
It was hypothesized that Asian Americans would be more likely to attribute 
mental illnesses to individual or psychosocial causes, while Caucasians would favor 
biological causes of mental illnesses.  This hypothesis, however, was supported only in 
the case of alcohol dependency.  Asian American students attributed alcoholism to weak 
will power or lack of personal strength, an attribution that may stem from Asian cultural 
values such as self-discipline and emotional restraint, and is consistent with previous 
research (Root, 1985; Sue et al., 1976). Caucasian students, however, considered 
alcoholism to be primarily an inherited condition, a belief that is supported by the more 
biologically focused, Western medical model.
In addition, although both ethnic groups identified social factors as the primary 
cause for anorexia, Asian Americans were more likely than Caucasians to believe that the 
way an individual is raised plays a significant causal role as well.  Asian cultural values
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emphasize the importance of the family, and it is logical that Asian Americans view the 
family as playing a large role in the development of an individual’s behavioral patterns.  
Beliefs about Appropriate Treatments 
Consistent with the hypothesis that Caucasians display more positive attitudes 
toward mental health services than Asian Americans, it was expected that Asian 
Americans would prefer to deal with problems on their own, or talk with someone that 
they are close to.  In the cases of both depression and alcohol dependency, Asian 
American students were more likely than Caucasians to favor talking with friends and 
family, and were less likely than Caucasians to favor therapy, counseling, or support 
groups.  This finding is consistent with Asian cultural values that emphasize 
interdependence, and has been supported by numerous studies (Suan & Tyler, 1990; 
Narikiyo & Kameoka, 1992).
Contrary to this hypothesis, the previously observed trend in treatment preferences 
was reversed for the case of anorexia.  The finding that Asian Americans greatly favored 
therapy, counseling, or support groups for this condition may stem from a lack of cultural 
familiarity with eating disorders.  Asian Americans might feel that their friends and 
family would lack the experience and knowledge needed to provide sufficient assistance.  
Given that the majority of Caucasians believed that anorexia was triggered primarily by 
negative social factors, it is logical that Caucasian students also regarded talking with 
family and friends as one of the most appropriate interventions.  
There was a wide range in beliefs about the primary barriers to seeking 
professional help for mental illnesses.  The most common barrier to seeking help that was 
cited by Caucasian students was doubt that professional treatment would be helpful, as 
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opposed to Asian American students, who believed that a fear of showing personal 
weakness would be the most influential factor.  These results support the notion that 
adherence to Asian cultural values influences help-seeking attitudes and behaviors.  It is 
likely that individuals who consider utilization of mental health services to be indicative 
of personal weakness, also embrace the Asian cultural value of emotional self-control.  
Caucasian students were less likely to criticize the act of help-seeking, but were more 
skeptical about the effectiveness of treatment.  
It is important to note, however, that the data presented regarding causal 
attributions and treatment preferences, is reflective only of the respondent’s first choice.  
This may have limited students in their ability to express a preference for a multi-factored 
causal explanation or an integrated treatment plan, perspectives which are endorsed by 
many mental health professionals. 
Willingness to Interact with Described Person
Students expressed particularly strong desires for social distance from individuals 
with schizophrenia and alcohol dependence, and were slightly more willing to interact 
with individuals with depression and anorexia.  This reluctance to interact with people 
with mental illness may be a result of exaggerated fears that such symptoms will lead to 
violence (Link et al, 1999). As predicted, Asian American students desired more social 
distance from individuals with mental illness than did Caucasian students, though the 
difference was slight.  There was, however, an appreciable ethnic group difference in 
attitudes in the case of anorexia.  Results indicated that Asian American students were 
less willing than Caucasians to interact with the individual with anorexia, suggesting that 
anorexia may be a more stigmatized condition among Asian Americans.  In accordance 
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with other results, it is possible that Asian American students have had less exposure to 
anorexia, given that it is far less common in Asian cultures, and thus desire more social 
distance from that which is unfamiliar. 
Predicted Prognosis for Described Person
Results supported the hypothesis that Asian Americans would be less optimistic 
about the prospect of a complete recovery from a mental illness.  It was especially 
interesting to note that while some Caucasian students believed that things would turn out 
very well for the individuals with depression and schizophrenia and that the problems 
will probably not return, there were no Asian American students who responded as such.  
One possible explanation for this finding is that it reflects overall more negative attitudes 
toward mental illness among Asian Americans, including less optimism about the 
efficacy of mental health services.  It is also possible, however, that the difference lies not 
in the underlying attitudes, but in the differing response biases of the two ethnic groups.  
In Asian cultures, when predicting an outcome, it is considered preferable to 
underestimate the likelihood of success and end up exceeding expectations, than it is to 
overestimate the likelihood of success and fall short of expectations (Chang, 1996).  
Thus, Asian Americans may simply be more hesitant than Caucasians to state that the 
problems would probably not return, because of the extreme nature of the predication.  
Attitudes towards Seeking Professional Psychological Help and Adherence to Asian 
Cultural Values
As predicted, Caucasian students expressed more positive attitudes towards 
seeking professional psychological help than Asian American students did.  It was found 
that, if having a “mental breakdown”, Caucasians would be more inclined to seek 
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professional help (and were more confident that they could find relief in doing so), while 
Asian Americans indicated more of an inclination to try and work out their problems on 
their own, only seeking professional help as a last resort.  In general, these findings were 
consistent with the idea that Asian cultural values conflict with the way psychological 
services are conceptualized and provided in American culture.  
Results supported the hypothesis that adherence to Asian cultural values is 
predictive of attitudes toward seeking professional psychological help.  The specific 
dimensions of AVS most related to negative attitudes toward psychological help were 
conformity to norms, emotional self-control, and collectivism, which was consistent with 
previous research (Omizo, 2003).  The traditional family and social norms of Asian 
culture emphasize the importance of conforming to familial expectations, preserving the 
family’s reputation, and keeping one’s problems to oneself.  Open expression of 
psychological problems would likely be perceived as threatening to bring shame on both 
the family and the individual.  Following this idea, it was expected that individuals with a 
strong tendency towards emotional self-control would also be less likely to utilize mental 
health services.  In addition, collectivistic values encourage individuals to consider the 
needs of others before considering their own needs, and to place the group before oneself.   
It is possible that individuals with strong collectivistic values are less likely to seek 
professional psychological help in an attempt to minimize the amount of attention they 
are drawing to themselves.  
The ethnic group differences were even more pronounced when students were 
asked about their attitudes towards University Counseling Services in particular.  While
the majority of both ethnic groups reported that, if in need of psychological help, they
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would feel comfortable utilizing a non-university affiliated mental health professional, far 
fewer Asian American students would feel comfortable seeking help at UCS.  Although 
such differences may simply be an expression of overall negative attitudes towards 
mental health services, these findings suggest that there is something unique to UCS that 
deters use by Asian Americans.  It is possible that certain Asian cultural values
discourage Asian Americans from utilizing mental health services, especially on-campus 
services.  It appeared that Asian American students were worried about issues of 
confidentiality and stigma; they did not want university administrators to be able to find 
out if they had seen a counselor, and they also would not want to be seen by peers 
entering or leaving the counseling center.  These students may have been concerned that 
seeing a counselor would be indicative of a personal weakness or failure, and that it 
would bring shame to their families and themselves.  
In addition, while the majority of both Caucasian and Asian American students 
affirmed that they would know what to do if a friend was in need of psychological help, 
far fewer Asian Americans reported that they would feel comfortable referring a friend to 
UCS.  There is no evidence to suggest, however, that individuals who are disinclined to 
seek professional help, also disapprove of others doing so.  Instead, this finding could be 
accounted for by the fact that it would violate Asian cultural values to confront someone 
about such a personal and sensitive subject.  
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Limitations
This study suffers from the usual limitations of any survey administered to college 
students, such as sampling bias, generalizability, and questionable validity of self-report 
methods.  The respondents constituted a convenience sample and thus may not be 
representative of all Caucasian and Asian American students at Boston College, or of 
college students in general.  The small sample size may account for the marginal 
significance in findings, especially given that the results were quite consistent with the 
hypotheses and with the findings of previous literature.  In addition, although the 
questions were formatted so as to elicit the most unbiased, accurate, and reliable 
responses possible, there are inevitable limitations to using self-report questionnaires, and 
there are disadvantages to both closed-ended and open-ended question types.  It is 
suggested that future research include more open-ended questions that allow for 
respondents to provide more information about their underlying reasons for certain 
beliefs, attitudes and responses.  Future research might also sample a larger number of 
students, or might survey non-students in the community as well.  b
Conclusions
Limitations notwithstanding, the findings suggest that college students with high 
adherence to Asian cultural values were less likely to have positive attitudes towards, and 
seek help from professional psychological services.  Although there are likely many 
factors that contribute to the underutilization of mental health services among Asian 
Americans, the results of this study support the hypothesis that adherence to Asian 
cultural values plays a significant role.  Findings suggest that ethnic and cultural 
differences can perpetuate a lack of knowledge and stigmatized attitudes toward mental 
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illness.  Stereotypes and negative attitudes in addition to a lack of culturally competent 
services help to maintain the many barriers to mental health services experienced by 
Asian Americans.  It is essential to monitor public beliefs and dispel misconceptions 
regarding mental illness and mental health services in order to increase service utilization 




Below are 4 scenarios, each describing an individual and his or her life issues.  After reading each 
scenario, please answer the questions that follow.  Remember, there are no right or wrong 
answers.
SCENARIO #1:
John is a 22 year old college student.  For the past month John has been feeling really down. He wakes up in the 
morning with a flat heavy feeling that sticks with him all day long. He isn't enjoying things the way he normally 
would. In fact nothing gives him pleasure. Even when good things happen, they don't seem to make John happy. 
He pushes on through his days, but it is really hard. The smallest tasks are difficult to accomplish. He finds it hard 
to concentrate on anything. He feels out of energy and out of steam. And even though John feels tired, when night 
comes he can't go to sleep. John feels pretty worthless and very discouraged. John's friends have noticed that he 
hasn't been himself lately and that he has pulled away from them. John just doesn't feel like talking. 
1.  Does John have a problem?  Why or why not?
2.  Does John have a mental illness?  Why or why not?
3.  If yes, what kind of mental illness might it be? ____________________________________
4.  John’s situation was likely caused by (rank top 3 choices; 1=most likely, 2=second most likely, 3=third most 
likely):
Weak will power or lack of personal strength
Chemical imbalance
The way he was raised
Stressful events in his life
Social factors, such as negative peer influences
A genetic or inherited problem
Spiritual forces
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6.  What factors are likely to prevent John from seeking professional psychological help? (rank top 3 choices; 
1=most likely, 2=second most likely, 3=third most likely)
John does not have a problem
His problems are not severe enough to require help
Concern about stigma 
Doubt that professional treatment would be helpful 
Conflict with personal values/religion
It would be indicative of personal weakness
Concern about issues of confidentiality 
Lack of knowledge about appropriate services
Financial/language/time/transportation constraints
7.  Would you be willing to (for each question circle a number 1 through 5):
    Definitely No                                             Definitely Yes
Move next door to John? 1    2       3        4          5 
Spend an evening socializing with John? 1    2      3        4          5
Make friends with John? 1    2         3        4          5  
Start working closely with John? 1    2      3    4          5
Have John marry into the family? 1    2      3        4          5
8.  How will things turn out for John? (check one)
  Very badly; his situation will never improve
  Somewhat badly; his situation will improve somewhat, but he will never fully recover
  Somewhat well; he will recover, but these problems will probably return 
  Very well; he will recover, and these problems will probably not return 
SCENARIO #2:
Jane is a 22 year old college student.  Up until a year ago, life was pretty okay for Jane. But then, things started to 
change. She thought that people around her were making disapproving comments and talking behind her back. Jane was 
convinced that people were spying on her and that they could hear what she was thinking. Jane lost her drive to 
participate in her usual class, work and social activities and retreated to her apartment, eventually spending most of the 
day in her room. Jane was hearing voices even though no one else was around. These voices told her what to do and 
what to think. She has been living this way for six months.
1.  Does Jane have a problem?  Why or why not?
2.  Does Jane have a mental illness?  Why or why not?
3.  If yes, what kind of mental illness might it be? ____________________________________
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4.  Jane’s situation was likely caused by (rank top 3 choices; 1=most likely, 2=second most likely, 3=third most likely):
Weak will power or lack of personal strength
Chemical imbalance
The way she was raised
Stressful events in her life
Social factors, such as negative peer influences
A genetic or inherited problem
Spiritual forces







Talking with family or friends
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6.  What factors are likely to prevent Jane from seeking professional psychological help?  (rank top 3 choices; 
1=most likely, 2=second most likely, 3=third most likely):
Jane does not have a problem
Her problems are not severe enough to require help
Concern about stigma 
Doubt that professional treatment would be helpful 
Conflict with personal values/religion
It would be indicative of personal weakness
Concern about issues of confidentiality 
Lack of knowledge about appropriate services
Financial/language/time/transportation constraints
7.  Would you be willing to (for each question circle a number 1 through 5):
    Definitely No                                             Definitely Yes
Move next door to Jane? 1    2       3        4          5 
Spend an evening socializing with Jane? 1    2      3        4          5
Make friends with Jane? 1    2         3        4          5  
Start working closely with Jane? 1    2      3        4          5
Have Jane marry into the family? 1    2      3        4          5
8.  How will things turn out for Jane? (check one)
  Very badly; her situation will never improve
  Somewhat badly; her situation will improve somewhat, but she will never fully recover
  Somewhat well; she will recover, but these problems will probably return 
  Very well; she will recover, and these problems will probably not return 
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SCENARIO #3:
John is a 22 year old college student.  During the past couple months John has been drinking more than usual.  In fact, 
he has noticed that he needs to drink twice as much as he used to in order to get the same effect.  Several times he has 
tried to stop drinking, but he can't.  Every time he tries to cut down, he becomes very agitated, sweaty, and has difficulty 
sleeping, so he turns back to alcohol.  His friends have complained that he is often hungover, and has become
unreliable—making plans one day, and canceling them the next.  
1.  Does John have a problem?  Why or why not?
2.  Does John have a mental illness?  Why or why not?
3.  If yes, what kind of mental illness might it be? ____________________________________
4.  John’s situation was likely caused by (rank top 3 choices; 1=most likely, 2=second most likely, 3=third most 
likely):
Weak will power or lack of personal strength
Chemical imbalance
The way he was raised
Stressful events in his life
Social factors, such as negative peer influences
A genetic or inherited problem
Spiritual forces
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6.  What factors are likely to prevent John from seeking professional psychological help? (rank top 3 choices; 
1=most likely, 2=second most likely, 3=third most likely)
John does not have a problem
His problems are not severe enough to require help
Concern about stigma 
Doubt that professional treatment would be helpful 
Conflict with personal values/religion
It would be indicative of personal weakness
Concern about issues of confidentiality 
Lack of knowledge about appropriate services
Financial/language/time/transportation constraints
7.  Would you be willing to (for each question circle a number 1 through 5):
    Definitely No                                             Definitely Yes
Move next door to John? 1    2       3        4          5 
Spend an evening socializing with John? 1    2      3        4          5
Make friends with John? 1    2         3        4          5  
Start working closely with John? 1    2      3        4          5
Have John marry into the family? 1    2      3        4          5
8.  How will things turn out for John? (check one)
  Very badly; his situation will never improve
  Somewhat badly; his situation will improve somewhat, but he will never fully recover
  Somewhat well; he will recover, but these problems will probably return 
  Very well; he will recover, and these problems will probably not return 
SCENARIO #4:
Jane is a 22 year old college student.  Four months ago Jane began to think she was overweight, even though she was 
within the normal weight range for her weight and height.  She began severely restricting her caloric intake, and has 
since lost 20% of her body weight.  She insists on exercising at least 3 hours per day.  She feels consumed by thoughts 
of food, body shape, and appearance.   Although her friends express concern that she is too thin, Jane denies that she is 
underweight.  She has an intense fear of gaining weight and rejects her friends’ attempts to help her eat more.     
1.  Does Jane have a problem?  Why or why not?
2.  Does Jane have a mental illness?  Why or why not?
3.  If yes, what kind of mental illness might it be? ____________________________________
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4.  Jane’s situation was likely caused by (rank top 3 choices; 1=most likely, 2=second most likely, 3=third most 
likely):
Weak will power or lack of personal strength
Chemical imbalance
The way she was raised
Stressful events in her life
Social factors, such as negative peer influences
A genetic or inherited problem
Spiritual forces







Talking with family or friends
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6.  What factors are likely to prevent Jane from seeking professional psychological help?  (rank top 3 choices; 
1=most likely, 2=second most likely, 3=third most likely)
Jane does not have a problem
Her problems are not severe enough to require help
Concern about stigma 
Doubt that professional treatment would be helpful 
Conflict with personal values/religion
It would be indicative of personal weakness
Concern about issues of confidentiality 
Lack of knowledge about appropriate services
Financial/language/time/transportation constraints
7.  Would you be willing to (for each question circle a number 1 through 5):
    Definitely No                                             Definitely Yes
Move next door to Jane? 1    2       3        4    5 
Spend an evening socializing with Jane? 1    2      3        4          5
Make friends with Jane? 1    2         3        4          5  
Start working closely with Jane? 1    2      3        4          5
Have Jane marry into the family? 1    2      3        4          5
8.  How will things turn out for Jane? (check one)
  Very badly; her situation will never improve
  Somewhat badly; her situation will improve somewhat, but she will never fully recover
  Somewhat well; she will recover, but these problems will probably return 
  Very well; she will recover, and these problems will probably not return 
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PART II
Please read each statement below and indicate whether you agree or disagree by circling the 
appropriate number. Please express your frank opinion in rating the statements, there are no "right" 
or “wrong” answers.
            Disagree      Partly       Partly       Agree
 Disagree     Agree
1.  If I believed I was having a mental breakdown, my first inclination 
would be to get professional attention.
2.  The idea of talking about problems with a psychologist strikes me as a 
poor way to get rid of emotional conflicts.
3.  If I were experiencing a serious emotional crisis at this point in my 
life, I would be confident that I could find relief in psychotherapy.
4.  There is something admirable in the attitude of a person who is willing 
to cope with his or her conflicts and fears without resorting to 
professional help.
5.  I would want to get psychological help if I were worried or upset for a 
long period of time.
6.  I might want to have psychological counseling in the future.
7.  A person with an emotional problem is not likely to solve it alone; he 
or she is likely to solve it with professional help.
8.  Considering the time and expense involved in psychotherapy, it would
have doubtful value for a person like me.
9.  A person should work out his or her own problems; getting 
psychological counseling would be a last resort.
10.  Personal and emotional troubles, like many things, tend to work out 
by themselves.
       1               2               3               4
       1               2               3               4
       1               2               3               4
       1               2               3               4
       1               2               3               4
       1               2               3               4
1               2               3               4
       1               2               3               4
       1               2               3               4
       1               2               3               4
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PART III
Please read each statement below and indicate whether you agree or disagree by circling the 
appropriate number. Please express your frank opinion, there are no "right" or “wrong” answers.
                      Strongly          Strongly
   Disagree            Agree
One should not deviate from familial and social norms 1        2        3        4        5       6        7                                     
Following familial and social expectations is important 1        2        3        4        5       6        7
One need not follow one’s family’s and the society’s norms 1        2        3        4        5       6        7
One need not conform to one’s family’s and the society’s expectations 1        2        3        4        5       6        7
The worst thing one can do is bring disgrace to one’s family reputation 1        2        3        4        5       6        7
When one receives a gift, one should reciprocate with a gift of equal or 1        2        3        4        5       6        7
greater value
One need not follow the role expectations (gender, family hierarchy) of 1        2        3        4        5       6        7
one’s family
Family’s reputation is not the primary social concern 1        2        3        4        5       6        7
Occupational failure does not bring shame to the family 1        2        3        4        5       6        7
Educational failure does not bring shame to the family 1        2        3        4        5       6        7
One need not achieve academically to make one’s parents proud 1        2        3        4        5       6        7
The ability to control one’s emotions is a sign of strength 1        2        3        4        5       6        7
Parental love should be implicitly understood and not openly expressed 1        2        3        4        5       6        7
One should have sufficient inner resources to resolve emotional problems 1        2        3        4        5       6        7
One should think about one’s group before oneself 1        2        3        4        5       6        7
One should consider the needs of others before considering one’s own needs 1        2        3        4        5       6        7
One’s achievements should be viewed as family’s achievements 1        2        3        4        5       6        7
Modesty is an important quality for a person 1        2        3        4        5       6        7
One should not be boastful 1        2        3        4        5       6        7
One should be humble and modest 1        2        3        4        5       6        7
One’s family need not be the main source of trust and dependence 1        2        3        4        5       6        7
Children need not take care of their parents when the parents become unable 1        2        3        4        5       6        7
to take care of themselves
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Children should not place their parents in retirement homes 1        2        3        4        5       6        7
Elders may not have more wisdom than younger persons 1        2        3        4        5       6        7
Educational and career achievements need not be one’s top priority 1        2        3        4        5       6        7
One need not be able to resolve psychological problems on one’s own 1        2        3        4        5       6        7
One need not control one’s expression of emotions 1        2        3        4        5       6        7
One need not focus all energies on one’s studies 1        2        3        4        5       6        7
One need not minimize or depreciate one’s own achievements 1        2        3        4        5       6        7
One need not remain reserved and tranquil 1        2        3        4        5       6        7
One should avoid bringing displeasure to one’s ancestors 1        2        3        4        5       6        7
One should be able to question a person in an authority position 1        2        3        4        5       6        7
One should be discouraged from talking about one’s accomplishments 1        2        3        4        5       6        7
One should not make waves 1        2        3        4        5       6        7
One should not inconvenience others 1        2        3        4        5       6        7
Younger persons should be able to confront their elders 1        2        3        4        5       6        7
PART IV
Please answer the following questions. Remember that you may skip any question(s) that you do 
not wish to answer, and that this survey is completely anonymous.
1.  Would you know what to do if a roommate or friend was in need of psychological help?
  Yes   Probably   Probably Not   No
2.  Are you familiar with the types of services that Boston College University Counseling Services provides for 
students?
  Yes   Somewhat   Not Really   No
3.  If a roommate or friend was in need of psychological help, would you feel comfortable referring him/her to 
University Counseling Services?  
  Yes   Probably   Probably Not   No
4.  Would you feel comfortable going to University Counseling Services you needed psychological help?
  Yes   Probably   Probably Not   No
If you answered  “Probably Not” or “No” to question 3 or 4, why not?
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5.  Would you feel comfortable going to a non-university affiliated mental health professional if you needed 
psychological help?
  Yes   Probably   Probably Not   No
6.  Would you feel comfortable taking medication for a mental illness or psychological condition?
  Yes   Probably   Probably Not   No
7.  Have you ever experienced mental illness, either yourself or in someone close to you?
  Yes   Somewhat   Not Really   No
8.  Please write any additional comments in the space below:
PART V
Please provide the following demographic information.
Gender:
 Male   Female
Race/Ethnicity (check all that apply):
  White
  Black/African American
  Hispanic/Latino
  Asian/Pacific Islander 
           (please specify  )
  American Indian/Alaskan Native
  Other______________________
Year of Graduation: ________
School:
  A&S   LSOE
  CSOM   GSSW
  CSON   Other_____________________
Major: _____________________________
Place of Birth: ______________________
Number of years lived in the United States: _______
Select the family generation status that best applies to you:
1st generation; I was born in a country other than the U.S.  
2nd generation; I was born in the U.S., either one or both parents were born in a country other than the U.S. 
3rd generation; I was born in the U.S., both parents were born in the U.S., and all grandparents were born in a 
country other than the U.S. 
4th generation; I was born in the U.S., both parents were born in the U.S., at least one grandparent was born in the 
U.S. and at least one grandparent was born in a country other than the U.S. 
5th generation or higher; I was born in the U.S., both parents were born in the U.S., and all grandparents were 
     born in the U.S. 
I don't know what generation best fits since I lack some information 
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